We report the findings of a prospective study into the Conventional extracapsular cataract surgery is frequently performed via a corneal incision. Mono filament nylon (MFN) is a popular suture material for closing such wounds. However, redundant MFN sutures may occasionally facilitate the development of suppurative keratitis. ' The prevalence of bacterial contamination of retained MFN sutures, and hence the risk of corneal infection, is unknown. We have therefore conducted a prospective study of the bacterial contamination of MFN sutures at the time of their removal from the corneal wounds of cataract surgery. 
3
Manchester, SOllthampton and Portsmouth Conventional extracapsular cataract surgery is frequently performed via a corneal incision. Mono filament nylon (MFN) is a popular suture material for closing such wounds. However, redundant MFN sutures may occasionally facilitate the development of suppurative keratitis. ' The prevalence of bacterial contamination of retained MFN sutures, and hence the risk of corneal infection, is unknown. We have therefore conducted a prospective study of the bacterial contamination of MFN sutures at the time of their removal from the corneal wounds of cataract surgery. 
From

PATIENTS AND METHODS
Individual interrupted 10/0 monofilament nylon sutures were harvested from the corneal wounds of eyes that had undergone extracapsular cataract extraction. Sutures were classified as tight, loose or broken. Thirty-two tight, 36 loose sutures and 29 broken sutures were collected. The approximate size of these groups was determined prior to the start of the study following discussions with a microbiologist and a statistician. Suture removal was based on clinical need. For tight sutures removal was for relief of surgically induced astigmatism and was usually performed 2-3 months post-operatively. For loose and broken sutures removal was for relief of irritation and corneo-conjunctival inflammation. Sutures were removed at the slit lamp using a sterile technique. Tight and loose sutures were cut with a 25 gauge needle, mounted on a 2 ml syringe as a handle. Sutures were extracted from the cornea using flame sterilised microforceps and immediately placed into Brain Heart Infusion broth (Unipath Ltd) which was incubated at 37°C for 24 hours. Each broth was then subcultured onto blood agar and chocolate agar incubated at 37 °C in CO2, blood agar incubated at 37°C anaerobically and glucose Sabaraud agar in air at room temperature. All plates were incubated for 5 days and examined daily for bacterial and fungal growth. Isolates were identified by standard techni ques; sensitivity tests were performed using com parative disc diffusion (,Stokes' ' ) method.
To avoid contact between the arms of the microforceps and the inside of the culture bottle, and to overcome the reluctance of sutures to transfer from forceps to broth, sutures were placed onto the rubber lining of the culture bottle cap. Having tightly replaced this cap the suture was shaken into the broth itself. Only one suture per patient was included in the study. Patients with suspected corneal infection Eye (1995) 9, 116-118 © 1995 Royal College of Ophthalmologists These findings provide a further indication that corneal MFN sutures should be removed once wound healing is complete and before significant suture biodegradation occurs. However, the optimal regime of prophylactic topical antibiotic at the time of suture removal remains uncertain. In the light of our findings we feel that a single dose of topical antibiotic ointment may suffice when removing tight sutures. The aim here is to prevent infection whilst the small iatrogenic corneal abrasion heals. A short course of topical antibiotic may, however, be advisable after removing loose or broken sutures to guard against the possibility of having implanted suture-borne bacteria into the cornea at the time of removal. Suture less cataract surgery will, of course, dispense with the problem of suture contamination altogether.
